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Introduction
Colorectal cancer, including colon and rectal cancer, is the most common malignant tumour in the digestive system, accounting for approximately half of digestive system tumours. 1 In 2019, an estimated 101,420 new colon cancer cases, 44,180 new rectal cancer cases and 51,020 deaths from colorectal cancer were diagnosed in the United States. 2 Colorectal cancer is the third leading cause of morbidity and mortality in both men and women. 3 With the improvement in living standards and changes in diet, the incidence of colorectal cancer continues to rise. 4 The treatment of colorectal cancer includes surgery, chemotherapy, radiotherapy and other biological immunological treatments. 5 Surgical treatment is the first choice for the treatment of colorectal cancer. Due to its high invasion and metastasis, the 5-year survival rate is only approximately 50%. 6 Due to the physiological colorectal functions, patients with colorectal cancer are prone to malnutrition. Malnutrition is a common problem for patients with cancer, with up to 80% of patients with advanced cancer suffering from malnutrition. 7 Although the basic mechanism of nutritional changes in cancer is not fully understood, the catabolic factors produced by cancer cells and the proinflammatory response of the host can induce energy consumption, resulting in weight loss and eventual malnutrition. 8 It is of great significance to find an accurate and effective index before surgery to evaluate the nutritional status and surgical risk of patients and to determine the clinical outcome of patients after surgery.
At present, the prognostic nutritional index (PNI), prealbumin (PAB) and albumin to globulin ratio (AGR) are widely studied and have been used as new parameters for many kinds of malignant tumours, including gastric cancer and pancreatic cancer. [9] [10] [11] However, there is still a lack of research on nutritional indicators for colon and rectal cancer. Our study analysed the relationship between the above three indicators and the prognosis of patients with colon and rectal cancer to explore which indicator has better predictive value.
Materials and Methods Patients
From January 2012 to December 2013, 403 patients with colorectal cancer who underwent curative surgery were invited to participate in general surgery research at the First Affiliated Hospital of Anhui Medical University. All patients were diagnosed with colorectal cancer according to the 7th edition of the International Union Against Cancer (UICC) TNM Classification of Malignant Tumors. 12 The study was approved by the Ethics Committee of the First Affiliated Hospital of Anhui Medical University. The patients understood the purpose of the study and signed an informed consent form.
Inclusion criteria: (a) colonoscopy and pathological examination confirmed the diagnosis of colorectal cancer; (b) patients who underwent curative surgery; and (c) older than 18 years.
Exclusion criteria: (a) preoperative neoadjuvant radiotherapy and chemotherapy; (b) multiple primary tumours; and (c) only gastrointestinal bypass surgery. The following patients were excluded: lost to follow-up data (n = 5); received targeted therapy (n = 17); received chemotherapy (n = 18); and mental abnormalities (n = 2). Preoperative neoadjuvant treatment was performed for those patients who had preoperative MRI invasion of the parenteral tissue or lymph node metastases or tumours too large to resect and were not included in this study.
Based on the above exclusion and inclusion criteria, 361 patients participated in the study, including 180 patients with colon cancer and 181 patients with rectal cancer. Subsequent radiotherapy or chemotherapy was based on the 7th NCCN guideline unless the physical conditions would cause intolerance. The most common method of follow-up is a routine clinic visit supplemented by email and phone interviews. Overall survival (OS) was recorded as the time from the date of surgery to death or last follow-up. The study's endpoint was follow-up to December 31, 2018, or death.
Data Collection
The clinical data of the patients were collected, including age, sex, tumour size, tumour morphological type, tumour deposits, and TNM stage. Laboratory data such as lymphocytes, prealbumin, serum albumin and globulin were collected. All laboratory data were obtained within 1 week before surgery. The PNI was calculated using the formula: 10 × albumin (g/dl) + 0.005 × lymphocyte (/mm 3 ). The AGR was calculated as the albumin to globulin ratio.
Statistical Analysis
Continuous variables are described as averages, and classification variables are described as frequencies (percentages). MedCalc (MedCalc Software Ltd, Shen Zhen, China) version 15.2.0 software was used to calculate the optimal cut-off value of the PNI, PAB and AGR. 13 The baseline characteristics between groups were compared using independent sample t-tests and chi-square tests as appropriate. Overall survival (OS) curves were drawn by the Kaplan-Meier method and evaluated using the log-rank test. The relationship between OS and potential confounding variables (including age, sex, tumour size, morphological type, tumour deposits, TNM stage, PNI, PAB and AGR) was determined by a Cox proportional risk regression model. MedCalc software was used to draw receiver operating characteristic (ROC) curves. The area under the curve (AUC) is the size of the area below the ROC curve. The area value of the AUC is between 1.0 and 0.5. In the case of AUC>0.5, the closer to 1.0, the better the diagnostic effect is. P<0.05 was considered statistically significant. Statistical analyses were performed by SPSS version 24.0 software (IBM Corporation, Somers, NY, USA). patients with colon cancer and 181 patients with rectal cancer. The baseline characteristics of the patients are shown in Table 1 . In this study, the median age of patients with colon cancer was 63 years (average age 61.0 ± 14.3), and the median age of patients with rectal cancer was 61 years (average age 60.1 ± 14.6). Regardless of colon or rectal cancer, the following were the most common among patients: male (57.8%, 63.5%), tumour size ≤5 cm (63.3%, 85.6%), ulcerated morphological type (66.7%, 61.9%), negative tumour deposits (84.4%, 77.9%), stage I/II (62.2%, 52.5%), and PAB > 170 mg/L (71.1%, 86.7%).
Survival Outcome
As shown in Table 2 , we used Kaplan-Meier curves and the log-rank test to evaluate factors associated with OS in colorectal cancer. We found that tumour deposits, TNM stage, PAB, PNI, and AGR were all factors associated with colon and rectal cancer (Figures 2 and 3 
Factors Predicting the OS of Patients with Colon Cancer
Univariate and multivariate Cox regression were used to analyse the factors associated with OS in patients with colorectal cancer. In Table 3 , univariate analysis showed that tumour size, morphological type, TNM stage, PAB, PNI, and AGR were factors related to OS in patients with colon cancer. However, multivariate Cox analysis showed that only morphological type, TNM stage, PNI, and AGR were factors associated with colon cancer OS. Patients with a high PNI (vs low PNI; HR = 0.479, 95% CI 0.233-0.985, P = 0.045) and high AGR (vs low AGR; HR = 0.230, 95% CI 0.121-0.435, P < 0.001) had lower risk. In Table 4 , univariate analysis showed that morphological type, TNM stage, PAB, PNI, and AGR were factors associated with the OS of patients with rectal cancer. After adjusting for the above factors, multivariate Cox analysis showed that only TNM stage and PNI were independent prognostic risk factors for the OS of patients with rectal cancer. Cox regression showed that patients with a high PNI (HR = 0.225, 95% CI 0.111-0.454, p <0.001) had higher OS than patients with a low PNI.
Time-Dependent ROC Analysis for the PNI, PAB and AGR in Colon Cancer and Rectal Cancer
In the ROC analysis, the AUC of the PNI was greater than that of the PAB and AGR used to predict OS (AUC: 0.709; 95% [CI]: 0.636-0.774; P < 0.001) in patients with colon cancer at most time points. In addition, the PNI still had a high AUC to predict OS (AUC: 0.571; 95% [CI]: 0.496-0.645; P = 0.641) in patients with rectal cancer (Figure 4 and Table 5 ). 
Relationship Between the TNM Stage and PNI, PAB and AGR in Patients with Colon Cancer and Rectal Cancer
The chi-square test was used to detect the correlation between TNM stage and PAB, PNI and AGR in colon and rectal cancer. The results showed that the PNI was related to the TNM stage of patients with colon cancer, and PAB and the PNI were related to the TNM stage of patients with rectal cancer. Among patients with colon cancer, the number of patients with a low PNI in stage III/IV was significantly higher than that with a high PNI (χ 2 =8.083, P=0.004) (Table S1 ). In rectal cancer, although the number of patients in the low PAB and low PNI groups was small, the number of patients with stage III/IV disease in the low PAB (χ 2 =8.382, P=0.004) and low PNI groups (χ 2 =4.479, P=0.034) was still greater than the number with stage I/II (Table S2 ).
Discussion
Nutrition is an important component of patients undergoing surgery. Malnutrition often occurs before the loss of weight. Therefore, it is necessary to find an efficient index to reflect patients' nutritional status. In our study, we measured various nutritional parameters in patients with colorectal cancer and found that a high PNI, PAB, and AGR predict higher survival times. In addition, multivariate Cox regression analysis showed that of the PNI, PAB and AGR, only the PNI was an independent risk factor for OS in patients with colon and rectal cancer. Studies have shown that a low PNI can predict poor prognosis in patients with different digestive system malignancies. [14] [15] [16] PNI count is related to the absolute number of serum albumin and peripheral lymphocytes. It is usually used to evaluate the nutritional status of patients and is related to the prognosis of patients. Lymphocytes are white blood cells that are helpful for the body to resist the invasion of tumours and are an important cellular component of the immune response function of the human body. 17 Lymphocytes can induce apoptosis, inhibit tumour growth, and kill tumour cells through cytotoxicity. 18 Lymphocytopenia can lead to abnormal immune function, which in turn reduces the body's immunity to tumours. 19 Lymphocytes connected with tumour infiltrating T lymphocytes play a key anti-tumour role by initiating the cytotoxic immune response. 20 Patients with low lymphocyte counts are always in a state of preoperative immunodeficiency. 21 Therefore, the PNI may reflect the balance between inflammation and the immune response in the tumour microenvironment. Serum albumin is an alternative biomarker produced by hepatocytes and regulated by inflammatory cytokines, including interleukin-6, tumour necrosis factor-α and oxidative stress. 22 Albumin is an important clinical feature indicating the nutritional status of patients. However, because its half-life is approximately 21 days, it takes 3 months to reach a stable state. PAB is a tryptophan-rich protein produced by hepatocytes that has a function similar to that of albumin with a half-life of only 2-3 days. 23 Therefore, it can reflect the synthesis of protein in the patient's body more quickly and stably. Once the human body is malnourished, the PAB value will decrease within only three days. In recent studies, PAB has been considered an important nutritional indicator of gastric, oesophageal, ovarian and lung cancer in long-term clinical outcomes. [24] [25] [26] In our study, we found that PAB was a prognostic risk factor for patients with colorectal cancer in univariate analysis, but after multivariate adjustment for other variables, PAB was no longer an independent risk factor for patients.
A decrease in the ratio of serum albumin to globulin can easily reflect other diseases, such as oedema, kidney disease and liver disease. Some researchers have pointed out that the AGR is an independent factor in patients with colorectal cancer. 27 Our study analysed patients with colon cancer and rectal cancer and found that the AGR is an independent risk factor affecting the survival time of patients with colon cancer, but for patients with rectal cancer, the AGR is not an independent risk factor for survival.
B A

Colon Cancer
Rectal Cancer When analysing the TNM stage and PAB, PNI, and AGR, the number of patients with colon cancer in the low PNI group was higher than that in the high PNI group; among patients with rectal cancer, the number of patients with stage III/IV disease in the low PAB and low PNI groups was also significantly higher than that in stage I/II disease. As patients with cancer progress to advanced stages, cachexia causes a large amount of nutritional consumption, which is difficult to redress through intravenous nutritional support. This is also an indication of poor prognosis.
There are some limitations that should be acknowledged in our research. First, we only collected the blood indexes before the operation and did not follow up on the changes in blood indexes after the operation in time. Our study did not analyse rectal cancer with different types of surgery (Dixon or Miles). In addition, in our study, approximately 47% of patients with rectal cancer were stage III/IV because these patients were pathologically confirmed to be stage III/IV. Therefore, there is a need to expand the sample size and conduct a prospective study on all patients.
Conclusions
In summary, this retrospective study, through univariate Cox regression, showed that patients with low PNI, PAB, and AGR values had poor prognosis regarding colon and rectal cancer, but multivariate Cox regression only showed that the PNI had a good predictive ability in both tumours.
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